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exacerbaSince June 2013, the National Health Service (NHS) in the United
Kingdom (UK) has begun publishing individual surgeons’ outcomes
in ten different specialties as part of the new policy of the NHS
Commissioning Board [1]. This aims to facilitate the exercise of pa-
tients choosing their surgeons in order to enhance their quality of
care [2]. Whilst this is a commendable initiative to further bring
the patient as the central focus of care, there are several points to
discuss.
Different procedures vary in the number of times they are per-
formed by an individual surgeon. Procedures performed infre-
quently constitute a low statistical power and this may risk
inadequate identiﬁcation of poorly performing surgeons, thereby
compromising patient safety [2]. Walker et al. (2013) [2] demon-
strated that the number of procedures required to achieve different
statistical power thresholds to identify poorly performing surgeons
exceeded the number that is actually performed by surgeons
currently in the NHS. Poor performance was deﬁned as double
the national overall mortality rate. The difference was greatest for
oesophagectomy and gastrectomy, with median procedures per-
formed being 1/10th of the numbers required to achieve 70% statis-
tical power [2]. Likewise, it was shown that the number of surgeons
who actually perform sufﬁcient number of procedures to achieve
statistical power is much lower for most procedures except hip
fracture and cardiac surgery [2]. Additionally there is a concern
with regards to incorrect identiﬁcation of poor performance and
the negative impact on the surgeon with regards to the associated
stigma attached to poor performance [3].
Moreover, it is now well established that patient outcomes are
inﬂuenced not just by the surgeon’s performance but by the com-
plex interplay between several factors including individual skills,
teamwork, communication within and between teams, the envi-
ronment, patient age and disease severity [4]. Organizational cul-
ture and characteristics have been further correlated with safety
climate and shown to inﬂuence performance and patient outcomes.
Singer et al. (2009) [5] demonstrated that a higher level of group as
opposed to a hierarchical culture was associated with a higher
safety climate. Thus, these factors enhance the difﬁculty in inter-
preting individual surgeon outcomes. Furthermore, with low pro-
cedure numbers, patient outcomes may in fact be more greatly
inﬂuenced by external factors than individual surgeons’ perfor-
mance [2].ciates Ltd. Published by Elsevier Ltover, the concept of ‘Risk-adjusted outcomes’ can further
te the difﬁculty in accurately interpreting surgeon-
speciﬁc metrics. Adjusting for preoperative severity of illness can
enhance the reliability of measures of quality. A number of risk
adjusting methodologies have been developed [6]. However, dis-
parities in risk-adjusted mortalities between these methodologies
have been recognized, for the same patient population and over
the same time period [6].
Published outcomes must be interpreted with caution, espe-
cially when procedure numbers are low. Lack of evidence of poor
performance does not necessarily correlate to acceptable perfor-
mance [2]. Where numbers are low, using the hospital or trust as
the unit of reporting may be a viable strategy [2]. Indeed, Tsai
et al. (2013) [7] recently demonstrated that hospital surgical-
readmission rates were associated with procedure volume and
mortality rate, two established parameters of surgical quality.
Such data, in conjunction with individual surgeons’ outcomes,
may facilitate evaluation of surgical performance and patient out-
comes in a more holistic manner. The need for accurate data report-
ing and more reliable risk-adjusting methodologies necessitates
further consideration.
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